I
N 1992 THE CANADIAN ASSOCIATION of Gastroenterology (CAG) reached its 30th anniversary. Much has happened and many changes occurred during the first 30 years of this Association; this anniversary presented an opportune time to document some of the major events that occurred during these years.
My stimulus to become involved in this undertaking was in 1989 when the Royal College of Physicians and Surgeons of Canada (RCPSC) requested Dr Iain Cleator, our President, to contribute a chapter to the book, Medical Specialty Societies of Canada, edited by Dr Tom M Morley (1). As I was the archivist and historian of the CAG, Dr Cleator and the Governing Board of the Association requested that I should prepare that chapter. Once I started to review the documents and remembered and relived some of the major events which constitute the history of the CAG, my enthusiasm rose, and I became more and more involved and stimulated to write the chapter on the CAG for Dr Morley's book. Once completed, this was submitted and the book was published in 1991 (1).
I feel that much has happened in 1990 and 1991 to warrant an extension to include the first 30 years of the CAG and thus finish the history at an important anniversary. Furthermore, because of the size of Dr Morley's book, much of my research could not be included in the manuscript submitted to the College. While I was writing the above chapter, I talked to several members of the Board, before I was approached by Dr Eldon Shaffer, the 29th President of the Association, who indicated that the Board of the CAG would like me to write an extended book-size history of our first 30 years. I have now started writing this manuscript. However this monograph may not be ready and available to our membership for some time. Therefore I decided to write this abbreviated form of our history, which can be made available rapidly, hopefully for your enjoyment. Some of this material was included in the chapter of Dr Morley's book and he gave me permission to reuse this in the present text. The present article provides an extension on the chapter, and a considerable part of this article is based on my research carried out for the larger monograph that I have now started to write.
The present short essay on our history has been compiled in the hope that younger members of the CAG will understand how some of the problems that the CAG is dealing with today originated from what happened in the past. I also hope that this history may help our recent members to understand the basic philosophy of the Association and help them to appreciate how, in spite of its shortcomings, the CAG has contributed to the development of Canadian gastroenterology.
At the same time, more senior members of the Association will relive some of the exciting times when they and their colleagues were involved in the creation and the development of the ideas that founded the basis of the future evolution of our Association.
At first I found it difficult to write an unbiased history of the CAG. This mainly is because I have been involved with the Association for such a long time. I was one of the founding members of the CAG and served as its first Secretary from 1961 to 1965. After this I was elected Vice-President, then President-Elect and finally President in 1967. Following this I was on the Governing Board as Past-President in 1968 and as Chairman of different committees on and off between 1968 and 1980. In 1980, mainly because of my intimate knowledge of the CAG's background, I was asked to serve as archivist and historian, and as such I am a nonvoting member of the Board. Still, I have been present at most of the major discussions, and was able to contribute to some of these.
Thus, I found that in writing this review I have had some difficulties dealing only with what is written in the minutes and correspondences, without remembering the discussions that occurred around most of the decisions made. Therefore, in order to avoid personal bias, I had to research everything I state here and assess carefully what was actually written in the minutes and the correspondences, and what I seem to have remembered.
Another question that I had to decide on was whether I should write this as a personal recollection, and thus write about my own contributions in the first person (eg, I suggested ) or in a more detached fashion (eg, suggested by Dr Beck ). I decided on the second approach so that the history should not only be written in an unbiased fashion, but should also appear to be so. Another decision I had to make was whether to use short names for people I have known very well (eg, Dick McKenna versus Dr Richard D McKenna ). To make this history factual but still easy to read, I have decided that after having referred to the short names in brackets at the first occasion of mentioning the name of a person, to use intermittently either the full or short names of the participants. Hopefully, in addition to making this short synopsis accurate, I have succeeded to make it pleasurable and easy to read. 
ORGANIZATION OF THE ASSOCIATION
Foundation of the Association Specialization in the different areas of internal medicine was not encouraged in Canada during the first half of this century. There were, however, in most major cities, physicians and surgeons who developed a special interest in gastroenterology besides practising general internal medicine or general surgery (Table 1) . Modern gastroenterology based on the concepts of clinical investigation and the results of newer technical procedures started to develop only during the second part of this century. Based on better understanding of the pathophysiology of digestive diseases, advances in gastroenterology during the past 40 years were rapid.
During the 1950s, a younger group of physicians who confined their practice to gastroenterology (Table 2) started to feel that there was a need for a subspecialty society. At first, the annual meeting of the American Gastroenterological Association (AGA) was the common meeting place for Canadian gastroenterologists. Dr Richard D (Dick) McKenna, Chairman of the Division of Gastroenterology Figure l ; the initial members who joined the Association in its first year are listed in Table 4 .
Officers of the Canadian Association of Gastroenterology The original officers of the Association were the President, immediate Past-President, President-Elect, VicePresident, Secretary and Treasurer. These, with the six councilors (to represent geographic areas, linguistic background and specialty interests) constituted the Board of Directors, officially referred to as the Governing Board. In 1969 the post of Archivist was added to the Board. The names of the presidents and their year of tenure are shown in Table 5 . The photograph of Dr McKenna, the first President of the CAG, is shown in Figure 3 and Figure 4 . The names of secretaries, treasurers and archivists of the Association are shown in Table 6 and those of councilors in Table 7 .
The 1987 President, Dr Alan Thomson, suggested that to introduce novel ideas to the Association six ad hoc councilors should be appointed to join the Board. These ad hoc councilors were selected from the younger members of the Association and were expected to participate in the deliberation of the Governing Board but had no votes. It rapidly became clear that these colleagues did not feel entirely at home on the Board and that they did not contribute as much as they could, mainly because of their limited understanding of the Association; most of them subsequently were appointed to another committee to become acquainted with the ongoing issues of the CAG. This did not turn out to be a success (see section on relation of the Board and membership) and, therefore, the issue of ad hoc councilors is being reviewed. At the January 1992 meeting it was suggested that councilors should be appointed by regions to facilitate a more important local input from the membership to the Board. This suggestion is being reviewed and will be presented to the membership.
Membership
The original membership rulings were strict. Election to active membership was open to physicians, surgeons and scientists who had attained eminence in their work in subjects pertaining to the digestive system. Associate members had to possess such qualifications as to give promise of advancement to active membership. Associate members could not hold office and could not vote. Active members at the age of 65 years could be made senior members on request. Honorary members were physicians, surgeons and scientists who had attained pre-eminence in gastroenterology and metabolism. A list of honorary members is given in Table 8 . In 1974 the associate membership was dropped, abolishing the double standard of membership. Candidates for active membership were requested to have demonstrated active involvement (rather than eminence) in areas related to gastroenterology. At the same time student membership was established for residents, fellows and graduate students. Committees A summary of the committees of the CAG is presented in Table 9 . The original standing committees were the Nominating Committee, Admissions Committee and Finance Committee. Several ad hoc committees were established and dissolved according to the needs of the Association.
Nominating Committee: The Nominating Committee consists of the President, Past-President, President-Elect and Secretary. They propose names of the new slate of officers to the Board which then submits these for approval to the general membership. Recently it was questioned whether this method of nomination to the Board leads to inbreeding; several steps have been taken to overcome this, such as inclusion of ad hoc councilors to the Board and this years proposal of regional councilors. It .ECKHA " Photos of successive presidents of the Canadian Association of Gastroenterology CAN J GASTROENTEROL VOL 6 NO 6 NOVEMBER/DECEMBER 1992was also discussed whether the Nominating Committee should not be expanded to include members at large. Admissions Committee: The Admissions Committee is responsible for recommending membership criteria and to review the yearly membership applications (chairmen of this committee are listed in Table 10 ). It is this committee which, under the chairmanship of Dr Richard Hamilton, suggested the abolition of the associate membership and the introduction of the student membership. Finance Committee: The Finance Committee has become one of the most important instruments of the Association (for chairmen see Table 11 ). At first it only served to advise the CAG on the financial placement of its funds and propose a budget for the upcoming year. Since the chairmanship of Dr Suzanne Lemire, the Committee was made responsible for obtaining support from pharmaceutical companies for the educational aspects of meetings, research fellowship and, in 1989, for funds required for the Association's bid for the World Congress of Gastroenterology. This committee has done an excellent job in organizing the financial aspects of the Association and providing guidance to the Treasurer.
Because of the Finance Committee's frequent interactions with the pharmaceutical industry, in 1991 Dr Malcolm C Champion was appointed Chairman of the Industry Relations Committee, a subcommittee of the Finance Committee, and asked to review (in conjunction with the Ethics Committee) the methods by which conflict of interest between the CAG and different members of the pharmaceutical industry could be avoided. Their report has now been submitted and clearly stated that meetings can obtain CAG support and officially be accepted as a CAG sponsored event only if the meeting was fully organized by the CAG without input from the pharmaceutical industry. Having submitted this report, the Industry Relations Committee has now been dissolved. Any CAG supported event has to be approved by the Chairman of the Education Committee, have the finances reviewed by the Fi- Table 13 ). In May Table  14 ). The experience of the first years of this examination was reviewed by Dr Sidorov (3) . Once the college accepted gastroenterology as a specialty, the final decision making shifted from the Training and Education Committee to the Royal College Specialty Committee. Therefore, in 1973, the CAG decided that the Chairman of the Royal College Specialty Committee in Gastroenterology become automatically the Chairman of the Training and Education Committee of the CAG. This allowed the Chairman of the Royal College Committee to report to the CAG on examinations, training program approvals, manpower requirements, etc.
To deal with problems related to the running of the individual training programs, a Committee of Program Directors was established in 1974. At the start, with Dr William C (Bill) Watson as its Chairman, this committee acted on its own and provided independent input to the Board. The subsequent Chairman, Dr Florent Thibert, was also Chairman of the Royal College Committee on Gastroenterology. Because every Program Director was also a 'Corresponding Member' of the Royal College Specialty Committee, the annual meetings of the two committees were combined. Thus, sometimes it was difficult to discern whether the Chairman's report to the CAG was that of the Royal College Committee or that of the Committee of Program Directors.
In 1977 the CAG adopted the Royal College Committee in Gastroenterology as the CAG Committee on Training and Education, and the Chairman of the Royal College Committee in Gastroenterology became ex-officio member of the CAG Governing Board. This meant that the same person reported for the CAG Committee on Training and Education, Program Director's Committee and simultaneously represented the Royal College. This led to considerable confusion, and when Dr Larry DaCosta became Chairman of the Committee in 1986 he proposed that the Chairman of the Royal College Committee should not be a member of the CAG. On the basis of this, the Training and Education Committee was dissolved and a separate Chairman was appointed to the Education Committee and the Program Director's Committee. However in spite of, or perhaps because of, the close interactions of these Committees, the CAG had tremendous input in the organization and structuring of postgraduate training in gastroenterology. It is not an exaggeration to state that without the CAG, gastroenterology would not be a subspecialty in Canada.
While the training of gastrointestinal residents was a function of the Committee of the Program Directors (chairmen are presented in Table 16 The New Constitution Due to the many changes in committee structure, it was decided that a new constitution was needed and that this should be available for the 25th anniversary of the Association. On the suggestion of Dr DaCosta, Dr Iain Cleator was to obtain legal help and submit a proposal for the new charter. Table 19 shows the location of the meetings from 1962-92. The many changes which occurred in the structure of the program reflected the changing requirements of Canadian gastroenterology. At first, mainly individual papers were presented. As of 1963 there was an annual lecture given by an invited guest (Table 20). In 1968 the name of this lecture was changed to the Richard D McKenna Lecture. As the knowledge base in gastroenterology expanded, symposia, courses, workshops and special lectures were added to the program to fulfill the educational and research objectives of the Association. Consequently, the duration of the meetings had to be extended to encourage the submission of the increasing number of Canadian scientific achievements.
Combined sessions with the CSCI, to present individual research papers and a symposium of common interest, were started in 1972. Since 1975, joint symposia were held with the RCPSC, the CSCI, the Canadian Society of Endocrinology, the Canadian Foundation for Diseases of the Liver (CFDL), the Canadian Association for the Study of Liver Diseases (CASL) and several other societies. The first joint symposium with the CAGS was held in 1979.
The concept of a yearly postgraduate course to be held during the CAG meeting was conceived by Larry DaCosta. The first course, Scientific Basis for Therapeutic Decisions in Gastrointestinal Diseases, was organized by Dr Alan Thomson and was held in September 1984 during Dr Larry DaCosta's presidency. Since that time this oneday course is held annually. It is directed towards the clinical gastroenterologists, but as it is held during the Royal College meeting, many internists and surgeons also attend. Some of these courses were published in a series of books entitled Modern Concepts in Gastroenterology (6) (7) (8) . A different type of postgraduate course was initiated in 1992 by Drs Alan Thomson and Gary Levy (it was not held during the Annual Meeting of the CAG). This interesting new event is described in some detail in the section on regional and specific meetings.
As of 1985, research workshops were organized to allow for free exchange of ideas among investigators. The annual research lecture series was proposed in 1981 by Dr Gordon Forstner. The first lecturer was Dr Stephen Robert Bloom from London, England. Although his lecture was a great success, it was decided that -in order to acquaint the membership with work carried out by outstanding Canadian investigators -subsequent lecturers should be Canadians (Table 21) .
Student research awards were introduced in 1977 to stimulate gastrointestinal research and to motivate postgraduate trainees to submit their papers to the CAG. Winners of the prize present their papers at the annual meeting. The CAG and the CFIC each established a prize. The first winner of the CAG prize was Dr Arni Sekar (trainee of Dr Grant Thompson, University of Ottawa, Ottawa, Ontario) and of the CFIC prize Ms Jo-Anne Fox (PhD candidate from Queen's University, Kingston, Ontario, a student of Dr Ivan Beck).
The only social event between 1961 and 1971 was a business luncheon, attended by all participants. The first annual dinner was organized in 1972 by Dr John M (Jack) Finlay at the annual meeting in Toronto. The annual dinner has become a treasured tradition of the Association where old friends meet in a relaxed atmosphere.
The printing and organizing of the Regional and specific meetings These meetings started in 1969 when the CAG, in conjunction with the Medical Research Council and Queen's University, co-sponsored a symposium on the exocrine pancreas (9) . The second symposium was organized by Dr Marcel Lacerte in 1977 at Laval University (Quebec City, Quebec) on "L'alcool et les maladies de l'appareil digestif" (10) . As of 1986, after a considerable hiatus, several local and special meetings were sponsored or co-sponsored by the CAG (11) (12) (13) (14) (15) . For a list of these see Table 22 .
One of the new and exciting events which occurred this year was the first CAG Consensus Conference organized by Drs Alan Thomson, Suzanne Lemire, Joe Connon and Ivan Beck. It was held in Ottawa between January 17 to 19, 1992. Gastroesophageal reflux disease was selected as the subject because of the controversies which exist regarding its pathophysiology and treatment. Specific areas of controversy were introduced to the 40 carefully chosen participants by selected speakers, and then discussed in small groups of seven to 12. The group sessions were summarized by the session chairman and presented for further discussion to the entire group of participants. Agreement was achieved on most issues, and the results of the conference have been publiched in The Canadian Journal of Gastroenterology (16) . This conference represents a new beginning in a process of consensus opinions which will be organized on other subjects.
The second novelty introduced this year was a new type of postgraduate course which was held separately from the annual meeting. It was organized by Drs Alan Thomson and Gary Levy, and was held at Lake Louise, Alberta from April 8 to 12, 1992. The purpose of this course was to arrange for close interactions among most gastroenterology trainees and a wide range of faculty. There were up-to-date workshops and plenary sessions given by faculty. The exciting parts of the meeting were the daily sessions where clinical and research trainees gave papers on unusual clinical cases or on their recent research. To ascertain that all trainees could come, they were invited to submit and to present case reports of unusual cases or to present their research work. Thus, they became faculty and their transportation and stay could be supported by generous donations to the CAG by a long list of pharmaceutical manufacturers.
It was a real pleasure to see the quality of submissions and how well they were prepared. The meetings started at 06:30 and finished at 23:00 with the afternoons (13:00 to 17:00) free for skiing, skating etc. However the most important aspect of the free time was achieved by trainee-faculty interaction at a social level. This allowed the trainees of different programs to get to know each other and thus have an opportunity to discuss their various programs. They also could mix easily with faculty of their and other programs. This course, more than the annual meeting held in the umbrage of the large crowds of the Royal College, allowed for most participants to appreciate the strength of Canadian gastroenterology and the CAG.
Visiting research professorships
To improve the visibility of gastrointestinal research in Canada the Research Committee under the chairmanship of Dr Gordon G Forstner proposed the establishment of a Visiting Research Professorship. This post is held by a Canadian researcher who visits the majority of Canadian universities. A list of Visiting Professors is given in Table 23 .
ISSUES OF SPECIFIC INTEREST
Bilingualism Maintenance of bilingualism was -and remains -a prime concern of the CAG. The original organizers came from both the French and English community. From the beginning, every effort was made to project a bilingual image. However, the finances of the CAG were never sufficient to have an efficient translating service for all documents. From time to time volunteers (eg, Drs Jacques Gagnon, Marcel Lacerte, Florent Thibert, Andre Archambault and Suzanne Lemire) translated documents and programs. From 1974 to 1985 the program was printed in both languages. Unfortunately, an ongoing accurate translating service 
Examination in gastroenterology
The first examination in gastroenterology was held in 1971. Of major concern to the program directors was the high failure rate. Dr Leslie Valberg reorganized the examinations by having the examiner observe the candidates during the history and physical examination. This revealed that the major reason for the high failure rate was inadequate preparation of candidates in these areas. The standards of the examinations and their method of conducting them have been reviewed by Joe Sidorov (3).
Relation of the Board and membership At the time of the establishment of the Association in 1962, the initial membership of the Association was 51; 11 of these sat on the Board. One year later, with the first past-president on the Board, this number increased to 12. The initial members and the members who joined within the next few years were all close friends. The Board altered sufficiently rapidly to allow constant change from active member to membership on the Board and vice versa, leading to close and continuous interaction between the membership and the Board.
As the number of the members increased, the Board has appeared to become increasingly isolated, and the Executive has made numerous decisions which were then presented to the membership, sometimes with very little time for discussion at the general meeting. By 1974 Joe Sidorov, in his PastPresident's Report, emphasized the need for better communication between the Board and the membership. He stated that it is essential that the Board be supplied with a list of names of members who were interested and capable of organizational work, and that they should be given the opportunity to contribute to the Association. He also proposed that a list of nominations to the Board should be sent immediately after the semi-annual meeting to all members, asking them to supply additional nominations.
Dr Sidorov considered that the second problem was the lack of communication between the membership and the Board. Because of the pressure of time, the annual business meeting was run very efficiently and economically, yet did not represent a clear picture of what was actually accomplished, nor did it give any opportunity for discussion and criticism by the general membership. Without knowing the extent and the amount of work accomplished by various committees and the Governing Board, the general membership could not appreciate the degree of progress and might feel that not a lot was happening.
Based on his proposal, the business meeting was extended and a major change in the membership of the Board occurred during the next few years. Many of the posts were filled with individuals in their thirties. Among these were Dr Grant Thompson as Councillor, Dr Marcel Lacerte as Chairman of the Finance Committee and Dr Larry DaCosta as Secretary. Involvement of young people in the workings of the Association was maintained throughout the years, but the younger people of the Board in time became 'establishment' and the Board again started to consist of mainly senior academics. The issue was again raised by Dr Alan Thom-son during his presidency in 1988, and on his suggestion six younger members were appointed as ad hoc councilors to form a link between the Board and the membership (for details see section on Officers of the Association).
Unfortunately these councilors did not improve communication mainly because, even though they were younger, they were not necessarily representative of the membership at large. Several of our members continued to feel apart from the decisions made by the CAG. This was well-expressed in a 1990 letter by Sam Lee from Calgary, Alberta, in which he wrote "There is a widespread feeling, justified or not, among many of the rank and file CAG members, that the CAG is controlled by an 'old boys' club".
The Board of the CAG took these complaints very seriously. During his presidency, Dr Eldon Shaffer organized a meeting in October 1990 to discuss the strategic plan of the Association and to establish better ways of interaction between the Board and membership. At this meeting it became clear from the discussion that the major problem was that the CAG tries to satisfy many constituents with varying interests. Among these are the practising clinicians of different disciplines, clinical investigators and basic scientists. This mix of membership has a major impact on the program as laboratory scientists are not interested in clinical papers, while some of the practising clinicians are not attracted to the basic science sessions.
A decision was made at the strategic planning meeting to have the beginning of the meeting mainly of interest to clinicians and the second part to satisfy the clinical investigators and basic scientists. Thus, it was decided that the course should always be the first day and that during the second day there should be clinical symposia, clinical papers and posters. In the third and fourth days of the meeting there should be workshops, and basic science papers and posters. This plan, however, may turn out to be very difficult to main-tain, mainly because the program will have to be correlated with that of the CSCI, the CAGS and the CASL.
On the basis of discussions at the meeting, a strategic plan was proposed; this was published in the July l, 1991 issue of the Newsletter and presented at the General Membership Meeting. Of interest is that no comments were received regarding the plan either after the circulation of the Newsletter or at the general meeting of the membership. Thus the 1991 Strategic Plan has now been accepted by the CAG. The Plan starts with a Mission Statement, according to which the CAG is to foster optimal gastrointestinal health for Canadians, and continues with its goals and objectives. (The plan is documented in Table 24 ). Also, under miscellaneous considerations the CAG endorsed the establishment of a Digestive Diseases Foundation of Canada (for details of this foundation review the section on Research Support).
Manpower issues
Manpower issues played an important role during the past 25 years. In the 1960s, based on the report of Justice Emmett Hall, it was generally accepted that there was an underproduction of physicians in general, and this was also the case for gastroenterologists. Universities were requested to increase enrollment of medical students, and gastroenterology programs were encouraged to enroll a greater number of trainees. The situation changed in 1970 when Dr Ramsay Gunton, Chairman of the Specialty Development and Manpower Committee of the Royal College published his review (17) . Although Dr Gunton stated that his finding "does not necessarily represent Royal College policy or affirmed data" and that "the establishment of physician/population ratio and estimates of requirements based on local opinion is imprecise", he concluded that there was an over-production of gastroenterologists.
The statistics quoted are interesting, as Dr Gunton suggested that there was a need of one per 50,000 population for endocrinologists and only one per 70,000 for gastroenterologists. A combined Government, Royal College and CMA Committee, the 'Requirements Committee on Physician Manpower,' was established to review Canadian manpower needs in the specialties. To respond to this Committee the CAG established an 'Advisory Committee on Manpower' under the chairmanship of Dr Alan Gilbert. The report of this Advisory Committee of the CAG was considered by the Requirements Committee to be one of the most illustrious of the approximately 30 working party reports. In spite of this, the opinion of the main committee -there are too many gastroenterologists -remained unchanged.
A second review proving the need for more gastroenterologists was submitted by Dr Larry DaCosta. The major problem in predicting future manpower needs according to Dr DaCosta's committee was the difficulty in determining a baseline, ie, who (at the time of the survey), was a practising gastroenterologist. The committee found the CMA data base inaccurate, because it was compiled without specific prerequisites. These prerequisites were established by the committee and the list prepared by them was compared with that prepared by the CMA.
The final outcome of this work is shown in Table 25 and, based on regional predictions of program directors and practising gastroenterologists, the required numbers needed to reach a desirable gastroenterology/population ratio is shown in Table 26 . Based on the expected retirement age and many other factors (eg, more part-time physicians, changes in physicians' life expectations, increasing age of patients, more complex diagnostic and therapeutic procedures, and work involved with patients before and after liver transplants etc) the CAG committee demonstrated a much higher need for gastroenterologists than was suggested by the joint CMA, RCPSC and government 'Requirements Committee on Physicians Manpower'. Despite these excellent submissions, the projected manpower requirements for gastroenterology were reduced, and the support for gastroenterology residents has been cut by most provinces. As usual, issues that appeared to have been settled are constantly being reopened by government. In 1989 the Federal/Provincial/Territorial Conference of Deputy Ministers of Health (CDMH) decided to seek a review of the regional and national approaches to physician resource policy in Canada in order to establish a national, and in some cases regional, strategy of action for physician manpower. In 1990, Morris L Barer, PhD, from the Centre for Health Services and Policy Research of the University of British Columbia and Greg L Stoddart, PhD, from the Centre of Health Economics, McMaster University, (Hamilton, Ontario) were commissioned by the CDMH to prepare a strategy discussion addressing the physician resource management problems. After minimal consultation with the profession and none with leaders of the specialties (eg, no contact with CAG), in the summer of 1991 these health economists submitted to the CDMH a report on future physician management (18) .
Among other statements, the report recommended a 10% reduction in the enrollment of students to medical schools and a simultaneous reduction in residency posts by 10%. This report was discussed at the Bi-Annual Meeting of Subspecialties of the RCPSC. Dr Steven Collins was the CAG representative. The RCPSC had a written response to the Barer Report in December 1991 and was scheduled to respond in January 1992. The RCPSC made a presentation along with five other national medical organizations to the Ministers of Health Conference in Banff, Alberta, on January 27, 1992. In spite of these presentations the BarerStoddart report was accepted by the CDMH and the proposed changes are now being put into action by the different provincial governments. Thus, planning for manpower has been now fully removed from the hands of physicians.
Research support Stimulation of basic and clinical research was one of the most assiduously pursued objectives of the Association. For training of investigators in the field of gastroenterology, studentships and fellowships are available from MRC. These are adjudicated by the MRC with no input from the CAG. During the past few years the CAG was successful in obtaining funds for a summer studentship from SmithKline Beecham, and for research fellowship support from Merck Frosst Canada Incorporated and from Janssen Pharmaceutica. The recipients for these fellowships are judged by the CAG Research Committee on a yearly basis and the awards are given to the applicant based mainly on the training and background of the candidate.
A very different competition for research fellowships was initiated by Glaxo Canada Inc. This competition was for ongoing research fellowship support provided to selected university gastroenterology training programs. The objective and method of adjudication of this three-year fellowship was based on the successful achievements of the two CFIC intestinal diseases research units. Thus, the objective of the Glaxo Research Fellowship in Gastroenterology was to provide training which would lead to the establishment of a core of clinician investigators in Canadian university centres. The concept of the fellowship was that Fellows will develop their research skills best in well-supervised units where there was close cooperation between clinical and basic science training.
It was initiated as a pilot project at Queen's University in 1985 and after its apparent success (two of three trainees entered academic gastroenterology), in 1988 all Canadian university centres were invited to compete. The Centres were judged by an international panel. The purpose of this Foundation will be to raise funds for the support of research, education and patient care for people suffering from diseases of the digestive tract. After negotiations with the CFIC and CFDL, an organizational chart has been developed which includes input from the above charitable organizations. The Medical Advisory Board consists principally of the members of the CAG Board. Thus, 28 years after the first attempt by Dr McKenna to establish such a foundation (which failed at that time because of lack of funds), the establishment of the Digestive Diseases Foundation of Canada has now been included into the strategic plan of the CAG and it appears funds will be available for its initiation.
The Journal of the Association Since the late 1970s, the CAG needed to publish Canadian articles on gastroenterology, proceedings of symposia held under the aegis of the CAG and abstracts of the Annual Meeting. In 1982 Dr Carl Goresky, the new editor of Clinical and Investigative Medicine (CIM) wrote to our President, Dr Gordon Forstner, to request that CIM become the official journal of the CAG. On the basis of this correspondence the Board accepted CIM as CAG's journal. This agreement entailed that the name of CAG should appear on the cover of the journal in both languages and that a member of the Governing Board should sit on the journals Editorial Board. Although Dr Eldon Shaffer was on the Board of CIM, the Journal did not carry the name of the CAG, and editorial input from the CAG was minimal.
In 1986 Drs Alan Thomson and Noel Williams indicated that a new journal The Canadian Journal of Gastroenterology (CJG) will be published. They stated that the Editor would be prepared to publish proceedings of symposia and abstracts at no cost to the Association. Drs Thomson and Williams would be Editors-in-Chief with an elite group of CAG members serving as Associate Editors and a Canadian and international panel as members of the Editorial Board. They suggested that this Journal should be accepted as the official journal of the CAG. There was considerable discussion regarding the role of the CAG in this journal, in particular because the publisher's desire was to give control of the editorial board and content to the Association. Unfortunately, because of previous commitments to CIM, the Board concluded it could not accept the CJG as its official journal. However it was decided that the CAG should fully support and encourage the new CJG with active participation on the Editorial Board and by giving guidance to editorial policy. Since its establishment, thanks to the hard work of its Editors (Drs Thomson and Williams) the CJG has grown and prospered. It published many symposia of the Association (11) (12) (13) (14) (15) , and recently has achieved listing in Current Contents. The issue of re-examining the possibility of making the CJG the official publication of the CAG has been rediscussed in 1991. This year's president, Dr Suzanne Lemire, appointed Dr Des Leddin to form a committee which should review and report to the 1992 Board Meeting on this issue. The first meetings of the CAG were held in conjunction with those of the CMA and close links developed. Once the CAG combined its meeting with the RCPSC, ties with the CMA became less important. Although the CAG had representation at the General Council of the CMA, this representation was sporadic at best (Table 27) mainly because the CMA Council rarely discussed issues related to gastroenterology, and unless the delegate was familiar with the workings of the CMA Council, his or her participation would be ineffective. The financial cost to send the same representative over several years to the CMA meeting, irrespective of where it was held, would have been too expensive. With improved finances, Dr Bruce Yacyshyn has been appointed to attend the 1991 and 1992 CMA Council meetings.
Royal College of Physicians
and Surgeons Of Canada Since the meeting of the CAG was moved to coincide with that of the RCPSC, very close relationships developed between the two associations. This became even closer once gastroenterology was accepted as a subspecialty. There are many common goals: establishment of an excellent Annual Meeting, training of gastroenterologists, examinations, reviews of programs and many other educational issues (20 Canadian Society for Clinical Investigation Throughout the years the common interest in basic research has led to combining the first part of the CAG meeting with that of the CSCI. Scheduling was not always easy, but the joint abstract form introduced by the Royal College has overcome many of the difficulties.
Other Canadian societies with gastroenterological interests For many years the CAG has tried to satisfy the different interests of its constituents: basic scientists, endoscopists, hepatologists, medical gastroenterologists, pediatricians and surgeons -this was not always easy. The creation of an endoscopic society was avoided by establishing an Endoscopic Committee. An active Research Committee caters to basic scientists and clinical investigators. The loss of hepatologists to the CASL in a small country like Canada, with few investigators, could have led to a rift in the gastroenterological community. However, the CAG wished the new society well, provided a small token sum to the establishment of the CASL and arranged for joint sessions at the Annual Meeting. Most members of the CASL remained members of the CAG and many individuals may be sitting simultaneously on the boards of both societies.
Canadian Association of General Surgeons
The establishment of the CAGS has led to a loss of surgical papers to the CAG, but combined sessions with the CAGS during the Royal College Meeting have overcome some of these problems. The controversial issues relating to endoscopy have been discussed in the section on the Endoscopy Committee.
The Canadian Association of Gastroenterology and its international relations The CAG became a member of the OMGE and AIGE as of 1962 and 1963, respectively. Canadian gastroenterologists are well-known abroad, thanks to their scientific contributions to the field (21) . The Association made several bids to get the World Congress to come to Canada, and this has been reviewed in the section on the International Liaison Committee.
CONCLUSION
During the past 30 years, the CAG has made tremendous strides. Scientific developments in the field of gastroenterology have been immense (2, 20) . For those who have started this Association, it has been a great pleasure to observe the resilience with which the CAG has made adjustments to the constantly changing needs generated by the unrelenting developments of the science, understanding, teaching and practice of gastroenterology. Dealing with most of the situations, the Association responded well, but there were areas where it could have done much better. It is hoped that changes during the next 30 years will similarly be excit- 
